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With a full-page message in the January 
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to correct the public’s misconception of 
the relation of spectacles to eye care and 
visual efficiency goes into its third con- 
secutive year. 


The message illustrated on the opposite 
page is the tenth in this long-continuing 
series since AO discontinued the practice 
of advertising corrective ophthalmic prod- 
ucts to the public by name. 


Based on the progress of the ophthalmic 
professions and on the great need for pub- 
lic recognition of professional services, 
these messages trace the advance of eye 
care from the time of the spectacle peddler. 
They emphasize the campaign theme— 
“Seek professional advice—not glasses at 
a price’—through the development of 
typical present-day situations. They con- 
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tinue now with hard-hitting pages that 
drive home their points through absurd 
comparisons between the univ ace 
cepted ethical practices of other profes- 
sions and the public’s misconception about 
“buying glasses.” 

To the millions of readers of The Satur- 
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Plan Your Office of Tomorrow Now! 


Tomorrow will bring many new innovations . . . professional offices will 
assume new arrangements, new equipment will be installed to meet 
post-war patient demands. 

Although today, ophthalmic instrument deliveries are uncertain and 
many pieces are listed “not available”, refractionists are looking ahead, 
planning their office of tomorrow. 

If you are numbered among those refractionists who are making 
post-war office plans, then write today for the interesting and descrip- 
tive literature on various Bausch & Lomb ophthalmic instruments, which 
is available for the asking. You will find this material helpful in planning 
your program for the future. 


Riggs Oplical Company 
Cistributors of Bausch & Lomb Products 
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PROFESSIONAL PRACTICES AS RELATED TO 
OPTOMETRY* 


Don Rodney Paine, Opt.D., F.A.A.O.+ 
Topeka, Kansas 


One of the most currently discussed optometric topics is the subject 
of Optometric Professionalism. While such discussions have been carried 
on for many years by the professional element in optometry, a renewed 
and rather vital interest in an all-out transition of optometry’s practice 
standards to those ethical and professional practices to which the public 
has long been educated, is resulting from the war and its high tempo 
drain on highly specialized services, together with the advanced educa- 
tional standards in optometry. 

There is no doubt that advanced educational standards do influence 
higher ethical and professional practice standards. One outstanding 
physician has said, ‘“The higher the standards of education in any pro- 
fession the less marked the charlatanism. It takes sufficient mental train- 
ing to be able to judge between the excellent and the inferior, the sound 
and the unsound, the truth and the half truth.” 


With the advanced educational standards and technical ability of 
optometrists which is gaining public recognition on the one hand, rather 
widespread unprofessional practices and practice environments are out of 
step and retard public recognition on the other hand. 


Let us consider certain fundamental ideals in professionalism which 
are the ultimate goal toward which all well ordered professions strive 
and evaluate the means pursued by other professions to gain some of these 
ends. Let us also weigh in these troy scales which have been balanced by 


*Submitted on December 1, 1943, for publication in the February, 1944, issue 
of the AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN ACADEMY 
OF OPTOMETRY. 

+Chairman, Committee of Professional Practices and Standards, American Academy 


of Optometry. 
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time and experience the value to professions of fundamentally accepted 
professional practice standards and the value to the personnel who make 
up these professions in self respect, in public recognition and progress 
in serving that public, and finally let us with an open objective mind 
view with understanding and realism the plight of the non-professional 
who would pass through the transition to professionalism. 


In deliberating this vital subject, a clear knowledge of our strength 
and our weakness and a good understanding of our relation to our 
fellow creatures and our obligation to serve is indispensable. 


To those who perchance interpret the ideals which are herewith 
set forth as being impractical, paradoxical, or abstract, let me promise 
you a more realistic treatment of this discussion as you read further 
along. We must, however, if we wish to grow, remind ourselves again 
and again of the value of contemplating ideals, for we are a composite 
of the things we read, the thoughts we harbor, and the associations 
we keep. 

Chapters could be written on each one of the factors contained in 
the following ideals, but limited space alloted allows only brief elabora- 
tion. It is assumed that the reader can visually elaborate, due to his own 
personal concepts, much more satisfactorily to himself than can the 
author. 


IDEALS OF PROFESSIONAL PRACTICE 


The following represents some of the important professional prac- 
tice ideals: 


Enthusiasm 


1. Burning enthusiasm, an all consuming interest inspires any sacrifice 
necessary to success for ‘‘success is where the heart lies.”’ 


Growth 

2. An ever-growing mastery in our work is important, based on endless 
study and conscientious application of these studies, for both theory 
and practice should be balanced. 
“Practice without theory is a tree without roots while theory without 
practice is a tree without fruits. Well grounded in theory there is sure 
to be, when experience is added, a perfect tree.”’ 
It has been said that education is a life long process in which the stu- 
dent can only make a beginning during his college course. 
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Contributions 
3. A sense of obligation as a contributor to the growth of one’s pro- 


fession is of value. As we tap the resources of our profession we should 
contribute to the composite resources of that profession the worth- 
while results of our experiences which enrich the contributor as well 
as the profession. Such contributions should encompass organized 
services to the underprivileged —a contribution to the sum total 
research on visual problems in Industry, Educational System, and to 
Science in general. 


Service 
4. Service in the fullest and broadest aspect is a most important requisite 


in professional idealism. This has to do with the complete submerg- 
ing of one’s personal self, individual monetary gains or self-comfort 
in dedicating one’s service to his public. We have a tragic but inspir- 
ing example in this war where professional men abandon their prac- 
tice and freely give their lives to save the lives of others with little 
thought of recompense except their loyalty to their country and the 
honorable discharge of their professional duties. 


It must sink deeply into our consciousness that we must exert toler- 
ance, patience and self-sacrifice toward our patients, from whom we 
must not expect similar consideration. There should be partial detach- 
ment from the pursuits and pleasures and idleness which sap interest 
and strength and disorganize the real purpose in the chosen field of 
endeavor. Man is inherently lazy and therefor a determined resistance 
must be made against that smugness and contentment with meager 
accomplishment which is short of one’s fuller potential ability. 


Equanimity 
5. One of the outstanding virtues of a practitioner as related to his con- 


duct with patients is, as Osler states it, ‘‘imperturbability’’ and 
“equanimity’’—that coolness, calmness, and self-restraint which 
helps put at ease those we serve. The clearness of judgment and con- 
trol and mastery of self during the perturbing trials in practice con- 
tributes much to a true idealism in practice. 


Professionalism 
6. Finally we must face earnestly, honestly, and with realism, this prob- 


lem of commercial practices (as opposed to professional practices) one 
of the greatest retarding elements in gaining professional recognition 
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of optometry. “Commercial practices’’ is an expression which is 
intended to convey the unprofessional practice environment, advertis- 
ing, and display of merchandise. 

A large number of those among the commercially inclined prac- 
titioners are capable and conscientious and strive to follow some of the 
ideals herewith set forth, yet lack a finer professional zeal and therefor 
have to be guided and regulated into the professional standards which 
have been established by other professions and to which the public has 
been educated throughout time. Regardless of technical ability and ethics 
in practice, a store or other commercial location, displays of optical wear 
and advertising, carries with it the unmistakable brand of a tradesman. 


Optometry’s standards of practice have been loosely woven because 
of a lack of enforced standards. While certain standards have been set 
up these vary in different states; there is a lack of national unity and 
there has been little effective regulation. It has been left to the personal 
aspirations of individual practitioners and there is as great a variety of 
personal ideals among men as there are a variety of colors, shades or hues 
within and outside of the spectrum. 


One of Darwin's ‘Five Laws of Life’’ is variety. Nowhere in 
biology is variety more apparent than in the psychological aspect of man. 
Among our practitioners as among all men there are broad differences in 
aspirations, concepts, capabilities, temperaments, ideals, practice motives, 
and common or uncommon sense. ; 


Such facts will have to be reckoned with toward the end of estab- 
lishing, regulating, and enforcing by optometry, certain time tested 
professional and ethical standards of practice instead of relying on the 
will-o’-the-wisp policies of today. 

While it is true that there are those among us who do not cherish 
such ideals as are herewith set forth, it is equally true that the record of a 
body of men who have approved and supported advanced educational 
standards which are prerequisite of and foundation for advanced stand- 
ards of practice, that they will support such professional practice regula- 
tions as will enhance the status of the profession to which they are 
dedicating their lives. Being mere men, we all have not lived up to these 
highest ideals but we cherish such aspirations and will take every step 
within our reach in the direction of their attainment. 


As an approach to the discussion of the means employed by medicine 
to advance its professional standards of practice it is fitting to touch upon 
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the laws of growth. In keeping with the laws of evolution, all profes- 
sions which have grown to professional maturity have had during their 
infancy a lowly existence. Each group has hewed and hacked its ever 
broadening path of advancement through adversities and obstacles and 
has paid the bitter price of progress step by step from the quagmire of 
charlatanism to the heights of pure professionalism—a goal which has 
been demanded of participants of the healing arts by the public to which 
it has been educated for thousands of years since the days of Socrates. 

And public demand must in the end be honored. 

Optometry, too, as a member of the healing arts, has had and is 
having its growing pains. Many of our more mature and best represent- 
atives of professional optometry have had their start in commercial 
environments, men who early saw the light, that eternal light of pro- 
fessionalism enjoyed by medicine, dentistry, law, and the ministry—a 
light which still burning has defied and outlived time itself. 

No stigma rests on those in optometry who have endured these 
growing pains, but we fear for the wisdom of those who fail to follow 
this light—tthis beacon call of the public. Optometry is to be profession- 
alized on a scale with other honored professions and those who fail to 
heed this call with suffer like all who fail to adjust to inevitable trends. 
Medicine enjoys fullest recognition as a profession by the public at large 
as well as by the government, organized education, the military and all 
organizations of people. Optometry must earn this widespread recogni- 
tion. The war brings this stern issue to a sharp focus; we are challenged 
and must not fail. ; 
STEPS IN THE PROFESSIONALIZATION OF MEDICINE 

The history of the professionalization of medicine from its lowly 
beginning of unprofessional and unscientific practices to the present stage 
which has earned the respect of society has disclosed certain laws of 
growth which are applicable to all other professions including Op- 
tometry. 

1. Since all growth of magnitude and worth is slow growth, the pro- 
fessional evolution of medicine required much time through a process 
of trial and error to reach its present goal. 

Optometry, which as a profession is young, should not therefore take 
a fatalistic view just because the progress of approaching universal 
acceptance of coveted standards of practice has seemingly been slow. 
More vigorous and effective means which have been time tested should 


be employed. 
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2. The methods employed by medicine to professionalize its practitioners 
consisted of (1) education and (2) regimentation, the latter of 
which entailed certain self-disciplinary controls contained in accepted, 
but not necessarily legalized, codes of practice. 


As to (1) education both professional and public: There has been 
marked advancements in undergraduate education in medicine and 
vigorous but dignified public relations activity. Every major step of 
transition from lax or liberal reforms to the present rigid and dis- 
ciplinary standards was accompanied with educational publicity of two 
types, but by societies not individuals: (a) interprofessional publicity 
for the purpose of reforming and warning the members of the profes- 
sion, and (b) public information activity of a kind which while uphold- 
ing the dignity of the endeavor served as a means of acquainting the 
public with the purpose of such reforms and of guiding public patronage 
into the proper channels. 


As to (2) regimentation and disciplinary controls: We are well 
aware of the highly perfected and organized status of both national and 
state medicine which in the interest of public welfare has instituted cer- 
tain rigid standards, the violation of which carries with it certain severe 
penalties. Among those penalties is the ostracizing of the so-called 
‘Irregulars’ from participation in study group and other medical society 
activities and expulsion from practice privileges in the medical hospitals. 
These are effective whips. These penalties do not prevent the practitioner 
from continuing his practice, but strike him at the weakest joints in his 
armor: his self-esteem, the public’s estimation, and deprivation of the 
essential facilities for successful technical results and continued study. So, 
without legal coercion, medicine has found a means, by publicity and 
lay education, to impose stringent regulations upon the nature of the 
behavior of its membership. 


OPTOMETRY’S DISCIPLINARY MEASURES 


Now optometry is considering a dual program of interprofessional 
education and public information. Some states have inaugurated a pro- 
gram of “‘validation’’ in which certain rules of practice are set up to 
which all optometrists must conform if they qualify as validated optome- 
trists. The public is informed that in its interest only those whose prac- 
tices measure up to certain proper standards are validated. This, in the 
interest of public welfare, enhances both the public esteem for and self- 
respect of the validated group and places a stamp of disquality on those 
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who are excluded. So time has proven that many teeth must be placed in 
any measure for reform and these teeth must be sharp. 

The success that has attended these measures along with a strong 
national trend among Optometry’s leaders for a full scale professional- 
ization of optometry holds promise of a widespread employment of some 
such regulatory measures. 


VALUE OF PROMOTION FROM COMMERCIAL TO PROFESSIONAL 
PRACTICE 

It is well realized by all that there are more requisites to profession- 
alizing a practitioner than that of donning a professional jacket and mov- 
ing into professional quarters. Education, technical ability, good breeding 
along with many of those attributes treated under ‘‘Ideals of Professional 
Practice’ are required. However, as pointed out elsewhere a large part 
of the so termed ‘‘commercial practitioners’ do have the ability and other 
qualifications to make them eligible for a professional practice. 


What are the motives which prevent such a transition? While finan- 
cial reward has no place whatsoever in the discussion of professional 
ideals, yet we would not face the issue with honesty and realism if we 
failed to treat with understanding the economic phase of practice in our 
overall approach to such coveted ideals, regardless of motives, a substan- 
tial income allows greater libraries, more post-graduate work, and better 
office facilities, all of which contributes to a better service. 


Almost the only motive which holds men to their commercial 
environs and impels them to advertise and to pay the greater rents is the 
fear of diminishing returns if a change were made to a professional loca- 
tion. The real truth lies in the fact that men who have the ability to 
succeed in commercial quarters and by commercial means can likewise 
flourish in professional quarters. The conventional professional setup 
requires less overhead than does the store locations and people are more 
likely to pay for professional services when provided in professional 
quarters than when secured by bartering in stores. 


Now it has been admitted by many who have made such a transi- 
tion that there follows a much greater degree of professional pride. Along 
with this personal pride comes improved community respect for the 
practitioner who is looked upon by the public as a professional man 
rather than a tradesman. There also follows a better class of practice. 
The more discriminating public, the more desirable strata of the public 
usually gravitates to professional environments for professional services. 
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However, true professionalism carries with it a desire to serve, with con- 
scientious endeavor and humility of pride, the underprivileged as well as 
the more favored social strata. 


SUMMARY AND CONCLUSION 


Summary 
1. Certain ideals of professionalism were set forth as follows: 


a. The importance of an all consuming interest in one’s service. 
b. An ever-growing mastery in our work made so by experience and 
continuous study. 
A sense of obligation in contributing to our professional growth. 
. Charity in its fullest aspect in the conduct of practice. 
Imperturbability in the care of patients. 
The value of practicing as a professional man should practice and 
as the public expects. 
2. Steps in the professionalization of medicine suggests a pattern of 
procedure for optometry. 
3. The definite need of regulation of optometric practice with the use 
of disciplinary measures. 
4. Value of promotion from commercial to professional types of practice 
is self-rewarding. 


an 


Conclusion 

The ancient world produced in one era such men as Socrates, Plato, 
Hippocrates, Aristotle, and other great philosophers and scientists which 
the modern world has never equaled within a similar period. But this 
newer world has created the greatest material prosperity the world has 
ever known and which as stated by one great author, ‘‘has weakened the 
influence of ideals, and blurred the eternal difference between means and 
end.”’ It is nevertheless true that spiritual values and ideals still gird the 
souls of men and continue to prod and spur the aspiring ones to higher 
and truer values of service. 

This noble heritage of optometry which is ours has been made pos- 
sible by unselfish contributions of educators and leaders of past genera- 
tions. We must carry on—continue to set our ideals high, abstract as 
they may seem, and step by step through trial and error shape the pattern 
of our professional destiny ever upward toward such goals. 


Wm. Osler in concluding an address to medical students said, ‘“The 
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choice lies open, the paths are plain before you. If you always seek your 
own interest, make of a high and sacred calling a sordid business, regard 
your fellow creatures as so many tools of trade and if your heart’s desire 
is for riches, they may be yours but you have bartered away the birth- 
right of a noble heritage, traduced the physicians well deserved title of 
the Friend of Man and falsified the best traditions of an ancient Guild.”’ 


DR. DON. R. PAINE, 
NATIONAL BANK OF TOPEKA BUILDING, 


TOPEKA, KANSAS. 
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DISTRIBUTION OF MEDICAL CARE AND SUGGESTIONS 
FOR ADEQUATE PUBLIC HEALTH SERVICES* 


Kingsley Roberts, M.D.+ 
New York, N. Y. 


Many of us are deeply apprehensive lest victory, peace, demobiliza- 
tion, inflation, unemployment and economic depression will descend 
upon us at one and the same time. There is no point in attempting, at 
the moment, to argue conclusively about any of these things. None of us 
knows what might happen; but—those of us who are interested in the 
problems of national health, and of bringing adequate medical care to 
the greatest numbers of people, have a two-fold advantage in any such 
argument: We have, on the one hand, the basis for a solution to the 
medical care problem—and that is the co-ordination of medical man- 
power; which is to say, the gathering together of general practitioners 
and specialists in regularly organized groups for a more comprehensive 
distribution of medical care. , 


At the same time—if we can prove that such co-ordination is feasible 
in the medical-economic field, we can go one step further and prove that 
it is also practicable in other economic fields. It is not necessary to decide 
at this time whether medical manpower co-ordination will or should be 
brought into existence by pressure groups, legislation, or other means. 
There are two schools of thought on the solution to the problem of rais- 
ing the quality and extending the effectiveness of medical care. One group 
believes it can and should be met by voluntary prepayment plans. 
Another group believes it will be necessary to draft legislation making 
health insurance compulsory. 

It is not my purpose to use this opportunity to express my political 
views, but if anything is going to stop federal legislation for compulsory 
health insurance, it will be the development of a system of medical care 
which will meet three primary requirements. 

The first is that it bring adequate medical care to all the people 
who need it. 

The second is that it must guarantee that that medical care will be 


*An abridgment of the material presented at the commencement exercises, Pennsyl- 
vania State College of Optometry, October 21, 1943. Submitted on November 18, 
1943, for publication in the February, 1944, issue of the AMERICAN JOURNAL OF 
OPTOMETRY AND ARCHIVES OF AMERICAN ACADEMY OF OPTOMETRY. 


+Director, Medical Administration Service. 
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of high quality. 
And thirdly, it must do both of these things at a cost which can 
be met by any of these methods: either by the individual through a 
prepayment plan; by the employed individual with the assistance of 
funds from the employer; or possibly by tax-raised funds, which would 
probably be necessary in the case of unemployed persons, unemployables, 
or low income groups which (even with the aid of employers) can meet 
only part of the necessary cost; or by some combination of the three. 


It does not actually matter whether this medical care is brought into 
existence as a result of voluntary action or by federal legislation. It does 
not alter the effectiveness of good medical care, which is, after all, the 
ultimate goal of the entire issue. 


I say earnestly that such a system of medical care must meet all 
these requirements if it is to accomplish this important purpose. 


It seems a truism that one of the corollaries of war is to drive home 
certain lessons on society. The present war has created an unparalleled 
situation in our history. In 1938, on a basis of statistically high quality 
medical care, we presumed that medical care to be the best in the world. 
At that time we had a physician population ratio of 1 to 754. Today 
we find ourselves with a physician population ratio of 1 to 1,800— 
and in some critical war areas, 1 to 3,000 or 1 to 4,000. 


This means, merely, that we must learn to use every physician to 
his fullest effectiveness —not in the physical sense, but in the sense of the 
distribution of his services. Practicing alone—a physician is limited by 
his physical capacity. Practicing with a group of physcians—the indi- 
vidual man is able to concentrate more fully on his particular task—and 
thus extend his service to a greater number of people. Practicing in 
groups, physicians have greater opportunities for consultation and clinical 
conferences. At the same time they require less equipment and a smaller 
ancillary force—all of which redounds to the greater benefit of the 
patients as well as the physicians. 


At this point I should like to underline the fact that competent 
graduate optometrists become a very important part of the ancillary force 
of the practicing physician—whether he is a specialist in ophthalmology 
or not. Particularly during this emergency, there must be competent men 
to share the great burden of medical care of the people. Even in New 
York, where the dislocation in medical distribution is not nearly so acute 
as it is in the rural areas—for the first time the Kip’s Bay Health 
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Center is experimenting with the cooperative work of optometrists and 
ophthalmologists. 


This whole feeling for co-operative medicine (——whether it be 
group practice, the extension of the activities of voluntary hospital staffs, 
or the extension of industrial medical plans such as has been proposed by 
Henry Kaiser—) has, of course, come about through the necessity forced 
upon us by the war—which is what made me state some while ago that 
one of the corollaries of war is to drive home certain lessons on society. 


In reviewing this vast subject, it would be foolish to try to ignore 
the question of the quality of medical care. As Stuart Chase has said in 
“Goals for America,” there is no gold standard for determining the 
quantity of health service and medical care which any community needs. 
But, from our standpoint, there should be no difficulty in deciding upon 
the standard of quality of that medical care. 


We know that ward patients in American hospitals, generally 
speaking, have better medical care than any similar group of people in 
the world. Therefore, the question immediately arises: if this is true of 
the free cases treated in our hospitals, why isn’t it also true of the paying 
cases? In many instances it ts true, and although there are many existing 
examples to show it, it does not obtain as generally as it should. 


Certainly in private practice, group practice units are the most 
effective means of bringing such scientific care to patients. The idea of 
medical teamwork did not develop only from the system of hospital 
staffs. A very important stimulant, especially in the United States, has 
been the success of some physician family groups. Fathers and sons, or 
brothers, all doctors, found that by working together they could give 
better and more complete medical care to their patients than they could 
have working alone. Their family relations gave them a common finan- 
cial interest. In some places small groups of doctors gravitated toward a 
specialist as their center. In almost every case, these groups found that 
such coordinated practice effected important economies of time and 
money. 

Now, as an extension of this idea, group practice units can, and do 
vary in organization. Basically, however, they are all made up of asso- 
ciated specialists and general practitioners, representing as nearly as pos- 
sible all recognized subdivisions of modern medical practice. The surgeon 
gets the benefit of the medical man’s opinion, the pediatrician gets the 
benefit of the skin specialist’s opinion, and so on. Since this exchange of 
ideas takes place within the unit, none of the participating physicians 
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has to worry about the effect of such consultations on his own economy. 
As a general rule, the group is organized around a leader who, either 
himself or through an executive committee, decides the general policy of 
the unit and settles organizational details. 

The more closely these details are worked out to allow the patient 
to pay one fee for all the unit’s services, the nearer the payment of the 
doctors themselves approaches the equivalent of a full time salary—the 
more salutary is the effect of the unit upon the community. Co-operation 
replaces competition between doctors in the unit—but in no way affects 
the competitive stimulus between various groups. 

The business details of such a group usually are handled by a lay 
business manager. He is responsible for setting fees, collecting money, 
purchasing supplies, maintaining equipment and distributing funds under 
the direction of the professional leader. It is easy to see how the physician, 
relieved of these details, is freed for a greater amount of actual medical 
work. 

Now, from the professional standpoint, the more the groups move 
away from specialized thinking, the more they concern themselves with 
run-of-the-mine medical problems—the better it is for the patient. You 
see—since the doctors pool their resources, unit physicians can buy and 
maintain the best of equipment. By the same token they can employ the 
best type of auxiliary personnel. 

All these things, together and in turn, automatically tend to 
increase the effectiveness of the physician in relation to the time and 
energy he must expend. 

There is also another tremendous advantage in this setup: since 
medical experimentation and research continue at an increasingly exten- 
sive rate—it is impossible for one man to keep abreast of all new develop- 
ments, however much time he might devote to various society meetings 
and scientific journals. As a matter of a group, however, with the unit 
doctors constantly rubbing elbows, an automatic intra-unit review of 
actions and policies is constantly going forward. Experience shows that 
this leads to a great deal of post-graduate education which otherwise 
would not be possible. 

From the Virginia Mason group in Seattle to the Stevenson- 
Chartres-Martin group in San Diego, the Pacific Coast is dotted with 
coordinated practice units of all kinds. From the Lahey Clinic in Boston 
to the American Cast Iron Pipe group in Birmingham, from the Mayo 
Clinic to New Orleans and back and forth across the country, there are 
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more than two hundred functioning coordinated medical practice units 
—to say nothing of hundreds of medical school faculties. 

As a medical man who has practiced both in a coordinated group 
and as a soloist, I make the flat statement that where such units are intelli- 
gently administered, and most of them are, better medicine is practiced 
than anywhere else in the country. 

I have been to many of these places and viewed the operation of 
the units with a critical eye. Some operate on one principle, some on 
another. Some are sponsored by doctors, some by cooperatives, some by 
management, unions or other community interests. But in the last 
analysis, they are all administered by doctors. 

A group practice unit is really a team of doctors, and all the gen- 
eral principles applicable to any team hold true with them. Yet the 
team’s effectiveness depends on the individual efforts of each member. 
There has to be a captain and there has to be a goal. 

Now there can be and there have been a lot of distracting and con- 
fusing arguments introduced into this picture. The usual one is that 
group practice units are essentially agglomerations of specialists—and 
that 85% of all illnesses do not need specialists’ attention. Hence—argue 
the objectors—the mechanism is too cumbersome to handle most cases. 
By the same token, because of this top-heavy setup, most patients going 
to group units are overtreated—‘‘given the works.’’ They are needlessly 
passed around from specialist to specialist. 

There is an unarguable answer to such objections, however. While 
it may be true that 85% of all illnesses cam be taken care of without 
specialist care, it does not follow that they should be handled without 
regard to the additional knowledge a specialist can bring to bear. The 
days have passed when the general practitioner with his little black bag 
was able to give all needed medical care. The great body of medical 
science is too vast for any one man to grasp. Incidentally, where group 
medical practice units do not exist, no reasonable patient complains when 
his general practitioner refers him to a specialist for further advice and 
treatment—and this happens with remarkable frequency. In a group 
practice unit, needed specialist attention is available more easily and more 
economically. 

Even though all of the charges brought against them may be true 
of a few, the groups need not of themselves be over-specialized. They, 
need not be cumbersome if properly administered. Most of them, on the 
contrary, are highly efficient and practical. 
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Why haven’t more doctors formed more groups if such coordinated 
practice is so desirable? This question has several answers. In most com- 
munities this is not the traditional method of practice—and physicians, 
like all humans, are slow to upset tradition. In many instances, doctors 
who have wanted to form: units have not had enough resources to get a 
common office and equip their laboratories. In other cases, doctors who 
wanted to participate have not had enough income to run the risk of 
changeover from one type of practice to another. Sometimes they have 
feared reprisals from their community competitors in the form of loss 
of hospital appointments and the like. Some units have been formed and 
have broken up because of internecine bickerings and strife. 


One of the most common reasons for the dissolution of group prac- 
tice units is the question of payment. In any given setup, one doctor is 
likely to be more competent or more popular than his colleagues. In that 
case, he gets more patients and more fees, if the unit operates on a fee- 
for-service basis. The logical solution for this difficulty is payment of a 
fixed salary to every participating physician. In any case, the final 
responsibility for the smooth functioning of a unit belongs to the coordi- 
nator. He should be’ able to adjust financial and psychological difficulties 
firmly and justly. In spite of numerous pitfalls, the majority of groups, 
once successfully established, have prospered and grown. Naturally, some 
doctors are psychologically unsuited to coordinated practice. Such indi- 
vidualists serve the community better by sticking to solo practice. 

It must be admitted besides that doctors often have resisted the 
formation of units because they feared the medical teams as successful 
competitors in the community. In my experience, patients who have been 


treated in well-administered gorup practice units prefer to continue under. 


such care rather than go back to the solo practitioner. 


Like a bright light on a somewhat befogged horizon stands out 
this one fact: ten doctors in a medical practice group can care for more 
people per unit of doctor’s time and energy than can ten doctors practic- 
ing solo, each in his own office, each competing with the others, each 
duplicating some of his rivals’ equipment and auxiliary personnel. 


This is accomplished principally because the doctors are not com- 
peting with each other in the usual sense. They share office space, 
diagnostic equipment and personnel. Intelligent administration lets 
patients get to the physician best fitted to take care of them. What is 
most important, this physician is surrounded and aided by well-trained 
assistants with whom he is accustomed to work. 
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Surgical teams, so common in most hospitals, are a good example 
of this kind of teamwork. Each chief surgeon has at least one, and fre- 
quently two, assistants, one or two “‘surgical’’ nurses, and an anaesthetist. 
The team is served further by supervisors, ‘‘dirty’’ nurses and orderlies. 
Such teams developed because the senior surgeon’s energy and skills can 
be conserved best in this way. Similar organizational patterns can be 
built up to facilitate the work of internists and other specialists. Where 
they already exist, the doctors find they can see more patients under easier 
working conditions. 


These are mathematical facts. But there is another important fea- 
ture—these ten doctors are practicing in close inter-relationship, whether 
it is formalized to any great extent or not. Each sees what the other does 
and how he does it. Under such stimulation the ten cooperative doctors 
tend to become better as time goes on. Since the team’s reputation is 
determined by the reputation of its individual members, each physician 
in the unit must of necessity do all he can to keep his confreres at the 
highest professional level. In my experience it is a little harder for the 
individual doctor to fall behind professionally when he is a member of a 
unit than when he is practicing solo. 


The establishment of group practice is to be regarded as in the best 
interests of the public because it is good for the physician. But how does 
it answer our fundamental question:—-What method of distributing 
medical care yields the greatest effectiveness per unit of the doctor’s time 
and energy? I believe it does. I can see no better way to compensate for 
doctors who will be withdrawn from civilian practice than by increasing 
the effectiveness of the physicians remaining by urging them to form such 
medical practice groups. 

We have the essential mechanism for the units in our voluntary 
and tax-maintained hospital staffs, as well as in the private physician 
“clinics’” so often found in the west and south. With a few relatively 
simple changes, these staffs can begin functioning for the community on 
lines broader than any heretofore used. Any qualifying community 
doctor who wants to become a member of the nearest hospital staff 
should be permitted to do so, provided he agrees to abide by staff regula- 
tions. Such arrangements might be made for the duration only, so the 
doctors returning from the armed forces later on will not be shut out. I 
believe that each community will produce its own medical administrative 
leaders to head up such units. Assistance for them can be made available. 


Plans for this type of organization can be found in many places in 
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medical literature. A more definite plan was submitted by the author to 
the Committee on Health and Welfare of the New York/City Club in 
1940. The plan proposed at that time was called, oddly enough, the 
V Plan—long before that letter attained its present significance. ‘“V"' 
then stood for voluntary hospital. But the plan is applicable to so many 
situations that have arisen in American medicine during the war that 
it deserves consideration as one of our blueprints for victory on the 
health front. 

As suggested to the New York City Club, the V plan proposed 
that supervised coordinated medical practice, as worked out in the near- 
military organization of the staffs of our voluntary and tax-maintained 
hospitals, be made available to paying patients. Such patients at present 
are cared for by their private physicians only. V-Plan patients would get 
the benefit of the coordinated knowledge of all the physicians on the 
staff. 

Prepayment groups were to be organized around a contracting hos- 
pital to implement the V Plan. The prepayment plans would be admin- 
istered by non-profit corporations on a democratic basis. Administrative 
boards would include hospital staff members to give technical advice. 
Membership was to be restricted to wage earners working in a designated 
district—the hospital ‘‘zone,’’ as it were. Small monthly payments would 
provide complete hospital and medical care for subscribers. 

In the present emergency, the V plan should be expanded to include 
all members of a community living within the potential treatment zone 
of a designated hospital. However, I do not think that the V plan itself 
is all that is needed to meet the emergency. It must also seek to imple- 
ment the solution to our basic problem—the reduction of the incidence 
and severity of illness in a community. One effective means of doing this 
would be to organize the hospital as a real health center for plan sub- 
scribers. Its doctors would not only be available to cure illness when it 
occurs, but to prevent illness through recognized immunizational 
technics. 

As I have stated many times, any system of health service and 
medical care which waits for disease to develop before going into action, 
is outmoded. We cannot lick today’s and tomorrow’s problems with 
yesterday's weapons. We must actually be looking for trouble. This calls 
for the development of a rational program of health conservation and 
preventive medicine. Well administered groups of physicians operating 
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in place of isolated practitioners would be a most effective means to 
this end. 

If, as suggested, you, as optometrists working in conjunction with 
your confreres in the medical profession, increase quantity and quality 
of your particular section of medical care—then at this date you have 
before you a responsibility the like of which has never occurred in the 
history of our nation. 
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THE EFFECT OF HUE ON DARK ADAPTATION* 
Earl M. Lowry 
Rochester, New York 


The prevalence of ‘‘black-outs’’ throughout the world was the 
necessity that personnel assigned to night duty be ready at a moment’s 
notice to undertake any mission with night vision unimpaired have 
stimulated considerable interest in visual dark adaptation. Everyone has 
experienced the temporary sensation of blindness on suddenly stepping 
outdoors at night from a brightly illuminated interior. After a stay of 
several minutes in the dark, this apparent blindness passes away and one 
can then find one’s way about with reasonable ease even on a moonless 
night. However, the time lost while waiting for the eyes to become accus- 
tomed to the darkness makes it desirable, if not imperative, to provide 
some means of preconditioning them for maximum night vision and to 
maintain that condition when once it is attained. 


One method now frequently used for adapting the eyes for maxi- 
mum vision at low intensities is to wear red goggles for 30 minutes or 
more before going on night duty or to install red filters over the con- 
ventional light sources which provide illumination for reading and 
other visual tasks. This method is based on the validity of reports, some 
of which have appeared in the scientific literature, that the dark-adapted 
eye does not suffer loss of adaptation when exposed to red light, i.e., 
to radiant energy of wave-lengths longer than about 600 mu. These 
reports are predicated upon the very small contribution which radiant 
energy of the longer wave-lengths makes to luminosity. 


A fact which appears to have been overlooked in the foregoing 
argument is that, although the various wave-lengths of the visible 
spectrum differ in luminous efficiency (that is, quite different amounts 
of energy, depending upon the wave-length, are required to excite sen- 
sations of equal brightness), the luminous efficiency for any wave- 
length remains constant at all brightnesses above approximately one 
footlambert. Hence, brightnesses greater than one footlambert should 
have the same effect upon visual adaptation, provided the brightnesses 
are equal, no matter what region of the visible spectrum is involved. 


The present writer believes therefore that the reduction in the time 
*An abridgment of the material presented on Communication No. 939, from the 


Eastman Kodak Company, Rochester, N. Y. Published in the Journal of the Optical 
Society of America, Vol. 33, No. 11, pp. 619-620, 1943. 
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required for dark adaptation, secuted through the use of red goggles, 
is due only to the fact that the goggles have lowered the brightness of 
the visual field and not to any particular virtue inherent in the spectral 
region transmitted by them. Exactly the same reduction in the length of 
time required to attain dark adaptation should be secured by lowering 
the brightness an equal amount without distortion of the energy distri- 
bution of the illuminant. 

Let us assume that the red goggles have a transmittance of 10 per 
cent. In a room illuminated so that the intensity of the working plane 
is 30 footcandles the effective illumination through the red goggles will 
then be 3 footcandles and the eyes of the person wearing them will be 
adaptd for that condition, namely, to the brightness produced by an 
illumination of 3 footcandles. The same state of visual adaptation 
should exist if the illumination intensity is reduced nonselectively to 3 
footcandles. 

To test the conclusions just outlined, an apparatus was assembled 
by means of which the eyes of an observer might be adapted to a pre- 
determined brightness and measurements were made either of the course 
of dark adaptation following exposure or to the time required to reach 
a certain degree of dark adaptation. 


The apparatus consisted of a uniformly illuminated screen whose 
color and brightness could be controlled by means of neutral and selec- 
tively absorbing gelatin filters. The red filter transmits no energy of 
wave-length less than 600 mu. Equal brightness of field for the colors 
used were ensured by adjusting the various filters to the same visual 
transmittance. A flicker photometer and light sources of the same quality 
as those illuminating the adapting field were used for the adjustment to 
equality. The angular size of this field was 32° « 42°, with the larger 
dimension horizontal. 


Following a stay of 15 minutes in complete darkness, the observer's 
eyes were exposed to the field just described for 3 minutes in order to 
adapt them for photopic vision. This period was later decreased to 1 min- 
ute when a shorter exposure was found to be sufficient to adapt the eyes 
and to reduce considerably the nervous tension induced by continued 
viewing of a textureless field. All observations were binocular and made 
with the natural pupil. 

At the expiration of the 1-minute period, the field illumination was 
turned off and the time required for the observer to reach a threshold of 
0.035 microlambert recorded. To determine the time necessary, the ob- 
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server was asked to report when he could first detect the flashing of the 
test spot. The test field was a small uniformly illuminated white screen 
which subtended an angle of 12° at the eye. A color temperature of 
approximately 5400° K was maintained in the test-field illuminant. 
By means of a rotating shutter, the test spot was exposed for one-fifth 
second every second. To confine the fixation to the center of the test area, 
a minute spot of red light was projected upon the center of the field. 
Red was selected for the fixation light since that color is most easily 
distinguished over a considerable zone of the visual field and therefore 
assists in maintaining fixation. The brightness of the fixation point was 
adjusted by the observer himself to a level just high enough to be easily 
seen during the course of dark adaptation. 

The results for six observers are given in Table I and show the 
time required for each to reach a threshold of 0.035 microlambert after a 
1-minute exposure to a sensitizing field of 3.15 footlamberts brightness. 


TABLE I. 


Effect of color of adapting light on the time required to reach a 
threshold of 0.035 microlambert. 


Red Seconds 


Observer Neutral Seconds 


The data given are the averages of from four to eight separate 
determinations for each individual and each type of adapting field. As 
might be expected, the time required by different individuals varies but 
all data indicate that there is no marked effect of the spectral region on 
the adapting time. 

It is concluded that the brightness to which the eye is adapted is the 
important factor in determining the time necessary for dark adaptation, 
and not the spectral region involved. It seems obvious therefore that 
working or relaxing under low intensities of white light, without dis- 
tortion of the color patterns in the visual field, is much to be preferred to 
viewing the surround in red light or through red goggles. 


1 43 40 
2 40 45 
3 65 63 
4. 83 83 
5 73 77 
6 58 61 eS 
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SPECIAL REPORTS 


A COMMENT ON THE WORK OF THE SERVICE FOR 
EYE-GLASSES SECTION* 


PRISONERS RELIEF DEPARTMENT 
INTERNATIONAL RED CROSS COMMITTEE 


Geneva, Switzerland 


“Behold the 700 pigeon-holes,’’ said the guide as he pointed to 
rows and rows of shelves which reach from the floor to the ceiling in 
the room which the Prisoners Relief Department of the International 
Red Cross Committee at Geneva (Service for Eye-glasses) has rented in 
a private home in that city. ‘““They are completely filled with eye-glasses 
which we have collected in Switzerland for the last two years.” 


After exploring the various institutions of the International Red 
Cross Committee for two days I had absorbed such a multitude of 
impressions that at first I did not pay too much attention to his 
explanations. 

However, suddenly I remembered a hot and brilliant day in sum- 
mer. It must have been twenty years ago or more. It was in the canton 
of Glarus, on a vacation hike across the Pragel, a good distance from the 
summit of the Pass. Suddenly I had the misfortune to break the bridge 
of my glasses. I didn’t worry, for I was relying on my reserve pair. But 
I had forgotten to bring them along. I tied the two parts together with 
a string, but this makeshift arrangement did not prove satisfactory. 
There was nothing left for me to do but to continue my hike holding 
the pieces with my hands which grew more and more tired and shaky. 
My hike became torture. Without glasses a nearsighted person is helpless 
and his steps are uncertain. 

When, early in 1941, the International Red Cross Committee at 
Geneva received the first request for eye-glasses one visualized at once the 
magnitude of the work involved. Prisoners can hardly have broken or 
lost glasses replaced. Vitamin deficiencies weaken the sight of others and 
many who have not worn glasses previously are in need of a pair now. 


How can glasses be obtained? How can the people even in the 


*Submitted on December 29, 1943, for publication in the February, 1944, issue 
of the AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN ACADEMY 
OF OPTOMETRY, by Mr. F. Dossenbach, Director, Official Information Bureau of 
Switzerland, 475 Fifth Ave., New York, N. Y. 
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remotest villages be persuaded to search their bureau drawers for old 
unwanted ones? It required much thought and careful preparation to 
carry out successfully the 1941 Swiss collection of eye-glasses. The com- 
mercial section of the Federal department of political economy had to 
give its permission for the export of these glasses and the Swiss women’s 
auxiliary service had to assume the responsibility of organizing the col- 
lection. In addition, opticians had to be found who were ready to take 
in donated glasses, test and classify them and repair damaged frames. 


A total of 70,000 useable pairs of glasses were received at Geneva. 
Gold frames were melted, with receipts for the metal covering not only 
the cost of the collection but leaving a balance toward administrative 


costs. 

All glasses received had to be tested, cleansed and registered. It then 
was necessary to contact the military and civilian authorities of the 
belligerent countries. Finally it was possible to mail circular letters to 
physicians of the camps and questionnaires to the various camps of 
prisoners of war and interned civilians, to military hospitals and labor 
commandos. 

Soon the filled-in forms came back. The near- and the far-sighted, 
and those afflicted, sent in their wishes, generally based on the findings 
of camp physicians. In a dwelling house near the Cours des Bastions at 
Geneva trained assistants now pick out the required glasses, pack them 
and dispatch them. 

Soon after, somewhere in Germany or Italy, in North Africa, Eng- 
land or Canada, the sun shines brighter again for some prisoner. Thanks 
to the glasses he has received he can once more see better, walk better and 
recognize his friends when he passes them. Finally, in his hours of leisure 
when the hands of the clock formerly never seemed to move along, he 
can forget his homesickness and find comfort in the reading of a book. 
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OPTOMETRY AND SOCIALIZED MEDICINE 


The pending Wagner-Murray Senate Bill No. 1161 for the social- 
ization of medicine has made all the healing professions apprehensive. 
From the optometric point of view, there are several reasons for uneasy 
presentiment. We have observed how easily the indigent have been 
prevented from selecting an optometrist of their own choice in some 
communities. We wonder if the non-indigent groups will be as docile 
when their right to select an optometrist is obstructed. With respect to 
the optometrist this restriction makes very difficult the maintenance of 
the personal relationship between optometrist and patient. With respect 
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to the physician we note that Section 905 (6) that ‘““Ihe methods of 
administration ... shall... (B) promote personal relationships between 
physician and patient.’’ The failure to include the practitioner-patient 
relationship of other professions such as optometry should receive the 
serious consideration of all who think the proposed legislation contains 
any adequate recognition of optometry. 


The pending bill is an amendment to previous legislation and there- 
fore all the inequalities found in prior federal control will probably be 
continued. Some idea of the future status of optometry can be gained 
in an examination of section 915. Three types of benefits are described: 
(a) The “general medical benefit’’ performed by a physician; (b) The 
“‘special medical benefit’’ performed by a ‘“‘physician who is a specialist 
with regard to the class of service furnished,’’ and (c) The “laboratory 
benefit’’ which includes the furnishing of glasses ‘‘prescribed by a phy- 
sician or other legally qualified practitioner.’’ If we indulge in wishful 
thinking that the above includes the services of refraction, then obviously 
we must be prepared to accept classification of such service on a par with 
those of the laboratory technician. 


One conspicuous feature of the proposed legislation is that it pro- 
poses to prevent sickness, disability and premature death. If optometrists 
are not agreeable to restricting their services to refraction and surrender 
all responsibility for the recognition of pathology, obviously we shall be 
confronted with a demand for greater efficiency in the recognition of 
disease. At this point the optometric profession will have to answer the 
argument that an optometrist cannot “‘recognize’’ pathology without 
qualifications for diagnosis. Little or no consideration has been given 
to the idea that the recognition of pathology without diagnosis is suffi- 
cient to separate the pathological from the purely refractive cases. In the 
publications of the Committee on the Costs of Medical Care, Louis Reed 
recommends that the ophthalmologist first examine all patients and then 
pass on to the optometrist only those patients with no pathology. He 
describes the optometrist as insufficiently trained to diagnose pathology 
and gives no consideration to the recognition of pathology without 
diagnosis. We find, for example, that the recognition of pathology 
without diagnosis is an established habit in the nursing profession. Like- 
wise, the number of cases of pathology referred by optometrists for 
medical service is witness to the efficacy of the recognition of pathology 
without diagnosis. 


If the profession of optometry emerges from an era of socialized 
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medicine as an independent profession comparable to dentistry, it will 
not be due to our proficiency in the field of refraction but rather to our 
success with the recognition: of pathology. We must achieve a relatively 
uniform proficiency in the recognition of pathology if we desire to par- 
ticipate in this program of disease prevention as the dominant profession 
rather than as the subordinate in the field of refraction. We might reach 
this subordinate status in spite of our having successfully solved the 
problem of commercialism. However, if we have what it takes to solve 
the problem of recognition of pathology, we shall also be competent to 
solve the problem of commercialism. 


In conclusion, we submit the following observations. Educationally 
we are placing too much emphasis upon the acquiring of additional pro- 
ficiency in various phases of refraction. Louis Reed, who represents one 
rather important section of medical opinion, does not question the re- 
fractive ability of optometrists but only their ability to recognize path- - 
ology. Therefore, while we keep our pre-eminence in the field of refrac- 
tion we should place more emphasis upon the training of optometrists 
in the recognition of pathology, particularly the ophthalmoscopic rec- 
ognition of internal diseases. 

The validation program has established its ability to build good 
relations with the public. If such good can be derived by merely certi- 
fying to the professional character of the external aspects of an optometric 
practice, what might be achieved if we were to validate an optometrist 
with respect to his ability to recognize pathology? This would make it 
convenient for public health agencies to utilize the services of optome- 
trists without thrusting upon them the necessity for discrimination 
between the competent optometrist and the optometrist who makes an 
inadequate attempt to recognize pathology. 

A bold statement of forthright policy with respect to pathology 
when properly integrated with other measures might go a long way in 
dispelling the misconceptions about optometry in the public mind. To 
that end we submit the following declaration. ““The first responsibility 
of an optometrist to his patient is to make an examination for pathology 
and refer every case of local or systemic disease seriously affecting the 
functions of vision. The second responsibility of an optometrist is to 
examine the eye for refractive and other errors and to prescribe ophthalmic 
materials or orthoptics for the relief thereof.” 


The whole problem of better relations with the public under so- 
cialized medicine revolves around the optometric qualifications for the 
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recognition of disease and the elimination of commercialism. The prob- 
lem as it relates to the future of optometry is whether the field of refrac- 
tion will be allocated to optometry or will optometry be assigned to 
work in this field in a subordinate capacity comparable to that of the 
laboratory technician? It should be most obvious that the allocation 
of the field of refraction to optometry cannot be secured by mere pro- 
ficiency in refraction. Dominance in the field of refraction under a 
socialized program of preventative medicine requires that we should 
possess acceptable qualifications for the recognition of pathology. To the 
profession which screens out the pathological cases from those of pure 
refraction will be allocated the field of refraction. 


C. W. MORRIS 


OPTOMETRIC THANKS WITH HUMILITY 


The general feeling among optometrists today is one of complacency 
and inward satisfaction. Why this is so is sometimes hard to determine. 
With the present cruelty and hardship of the war itself before us, with 
the various socialized health schemes definitely in the postwar picture, 
with the unfair treatment of optometrists in the Army as a war time 
reality, and with serious inflation with its disastrous consequences now a 
political football in the current arena, it is surprising that as a profes- 
sional group optometrists can be so at peace with themselves. 


The current optometric position is quite similar to that of a para- 
trooper who, after his jump, blissfully views the countryside from on 
high, wholely unaware that his parachute is aflame and that he has a 
before him. 

Perhaps the present inflated prosperity has something to do with the 
current attitude. Optometrists today are busy. They are enjoying large 
incomes, and ‘naturally with this comes a feeling of well being. But 
optometrists must not take too much for granted. 

In the first place people as a whole have money and want to spend 
it. It is not that the optometrist himself is so good (and many are good) 
—but rather that he is available. Many of our fellow eye men are in 
the services and those of us that remain at home reap the harvest. 


Furthermore, our optical manufacturers are playing their part in 
our prosperity and are doing it well. At no time in history have these 
allies of ours given us the economic impetus they are now giving optom- 
etry. American Optical Company, Bausch and Lomb, Softlite, Shuron 
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and Univis are running large national campaigns which focus thinking 
on eye care. In addition the Better Vision Institute with the aid of some 
twelve firms is rounding out the program of stimulating visual care in 
an outstanding manner. 

Optometrists should not be too smug. In a war economy with these 
aids and a high national income it is natural that they too should enjoy 
prosperity. But in part we are merely the recipients of the benefits of out- 
side forces which we do not control. 

It therefore behooves us all (1) to appreciate the help we are getting 
from our confreres, the manufacturers. (2) To prepare for the postwar 
era when things in general will be tougher, and (3) if it is our part 
and good fortune in this world wide war effort to remain on the Amer- 
ican home front, taking care of the visual needs of the civil population, 
it is our duty to be humble and thank our God that we have such a 
useful and easy part to play in war times such as these. 

CAREL C. KOCH. 


TRANSACTIONS OF THE 
AMERICAN ACADEMY OF OPTOMETRY 


by J. Fred Andreae. Secretary 


A department devoted to announcements, reports, appointments,. organization data. news, 
professional problems and ideals, as these relate to the Academy. 


DR. FREDERIC A. WOLL TO RETIRE 


The Academy joins the profession in congratulating a great op- 
tometric leader on his having reached an important milestone in his 
significant and lasting career as an author, educator, optometrist and 
scientist. Dr. Frederic A. Woll of New York City will retire from his 
active administrative duties at the City College of New York in June of 
this year, yet we of the Academy hope he can continue his active par- 
ticipation in optometric educational activities for many years to come. 

A portrait of Dr. Frederic A. Woll, Chairman of the Department of 
Hygiene, The City College of New York, was unveiled and presented 
to the College on January 29, 1944. Acceptance was made by Dr. 
Harry Noble Wright, President of The City College. This ceremony 
took place in the Hygiene Building, The City College, 138th Street and 
Convent Avenue, Manhattan. The portrait was painted by Clayton 
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Braun and is a gift of Dr. Woll’s associates in the Department of Hygiene 
at the City College. 

Dr. Woll came to the City College in 1907 as a teacher of health 
and physical education. He merited promotions that led to a full pro- 
fessorship in 1927. He has served as Chairman of the Department of 
Hygiene since then. Due to the statutory age limit he will be retired 
at the conclusion of this college year, June, 1944. 

Dr. Woll has also been a practicing optometrist since 1897 and 
associated with the Colunfbia University Optometry School since 1909. 
He has given thousands of eye examinations and consultations to the 
students of the City College. He has been a member of the New York 
State Board of Examiners in Optometry (Board of Regents) since 
1917 and President of the Board since 1938. He was also a member of 
the Committee on Education of the International Association of Boards 
of Examiners in Optometry, 1923-42, and its Chairman, 1932-42. He 
has been responsible for much of the advancement of optometric educa- 
tional standards all over the nation. He has also served as Assistant Sec- 
retary-General, Fourth International Congress of School Hygiene, 1911- 
1913; Coordinator for Military Commission, State of New York, for 
Vocational, Physical Training and Military Branches, 1917 and 1918. 

Two of Dr. Woll’s books are well known to many optometrists. 
These are, “Hygiene the Optometrist Ought to Know,” third edition, 
1930, and “Syllabus on Optometric Education,”’ 1925, revised in 1930. 
This latter work was published by the International Association of 
Boards of Examiners in Optometry. 


SOUTHERN CALIFORNIA CHAPTER 


A meeting of the Southern California Chapter of the American 
Academy of Optometry was held at the Los Angeles Athletic Club on 
Friday, January 14, 1944. i 

Those present were, Dr. Ernest A. Hutchinson, Chairman, pre- 
siding; Dr. Glenn Winslow, Dr. Wm. M. Kinney, Dr. Alvin G. Perci- 
val, Dr. Harry E. Goodman, Dr. E. C. Deacon, Dr. E. Clarence Salter, 
Dr. John R. Dean, Dr. Arthur E. Hoare, Dr. Elizabeth S. Wright, Dr. 
Harry L. Foug, Dr. Hugo E. Apel, Dr. Edward H. Morrissey, Dr. Leslie 
W. Scown and the Secretary, Dr. Wm. M. Ketchum. Dr. Don Morrison 
of Alhambra attended as a guest. 
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The Secretary read communications from Dr. Arthur P. Wheelock, 
President, and Dr. J. Fred Andreae, Secretary, of the American Academy 
of Optometry. He also announced the retirement of Dr. Frederic A. 
Woll from the Department of Hygiene of the City College of New York. 

Moved by Dr. E. C. Salter, seconded by Dr. E. S. Wright, that our 
Chairman, together with Drs. Hoare and Kinney draft a suitable reso- 
lution to be sent Dr. Woll on the termination of his long and fruitful 
career as head of the Department of Hygiene at the City College of New 
York. Motion carried. 

The Chairman then presented Dr. Harry L. Foug of Los Angeles, 
who read a paper on the subject of ‘‘Aniseikonia.’”’ This was followed 
by a demonstration on an instrument which Dr. Foug has constructed 
for the purpose of screening cases of possible aniseikonia. 

Dr. Hutchinson then asked Dr. E. H. Morrissey, Chairman of the 
Membership Committee, to present the names of prospective members. 
Dr. Morrissey presented the names of Dr. D. R. Waters of Santa Ana, 
and Dr. George L. McClelland of Fullerton. Upon a secret ballot being 
taken, Drs. Waters and McClelland were approved and are to be invited 
to membership in this Chapter of the American Academy of Optometry. 
WM. M. KETCHUM. 


CORRESPONDENCE 


OPTOMETRY AND THE ARMED SERVICES 


To the Editor: Permit me to congratulate you on your fight for 
the rights and prerogatives of optometry but especially on your plea for 
the welfare of the visually defective inductees in the Army as demon- 
stated in your editorials of July and October, which apparently have 
awakened other editors to ‘“‘call a spade a spade’’ when it comes to 
oppression of optometry by a small group of ‘‘medical politicians’’ who 
are responsible for the Army refusal to grant commissions to optometrists. 

I fully endorse the various sentiments expressed by you, and 
others quoted by you, for action on the part of the officers of the A.O.A. 
and give especial endorsement to those of Dr. W. S. Farmer of Oklahoma 
City, who says: ‘“The only thing we have found against the P.A.P. 
is they had their objective reversed; in our opinion, commissions for 
optometrists should have been the first on the list.” 


J 


Our leadership, as stated by one of your correspondents, “‘has gone 
slow—too slow—they have cautioned us with caution and more caution 
. . . ‘do not disturb the sleeping lion, he may bite.” But the time has 
now come when we must be the lion.” 

Our leadership must not only awaken from its lethargy as stated 
by Farmer, but at least some of them must forget self and their ambi- 
tions for personal aggrandizement and devote their entire efforts to the 
welfare of professional optometry. 

They must furthermore cease to place the medical refractionist upon 
a pedestal (as shown by enclosed letters) and cease decrying commer- 
cialized optometry to the government and the medical profession while 
down in their hearts they know that if Professional Optometry, as 
developed during the past half century and as is now practiced, would 
be properly presented to Congress and the Commander-in-Chief of our 
fighting forces instead of wasting time, energy and money in appealing 
to the Surgeon General Department, optometrists would soon obtain 
commissions on the same basis that the pharmacists do now—and where, 
as other writers have asked, “‘is there a profession that carries on its 
activities under a more commercialized environment than is pharmacy 
and yet, pharmacists get commissions.”’ 

But already too much time has been wasted so may [ at this time 
suggest the following tentative plan. 


If the members of the official family do not make any further 


progress in the securing of proper government recognition of optometry 
during the next few months than they have during the past two years 
then I would suggest that a meeting be arranged of the old-war-horses 
who fought and won the battles for legal recognition of optometry in 
every state of the Union and other commonwealths at a time when 
optometry was an embryo compared with the present status of pro- 
fessionally practiced optometry while at the same time its medical 
opponents boasted of having had 4 years of medical training while in 
reality a then majority of them had only two.college terms of 5 months 
each. Men who were not afraid to expose the trickery and chicanery 
practiced by organized medicine of those days. 


Have these men organize themselves into a committee-at-large to 
raise funds to be used solely for the purpose of securing the passage of 
a Congressional act providing for the establishment of an Optometric 
Army Corps and the commissioning of optometrists engaged in the 
practice of optometry in the Army, the money thus collected to be placed 
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in a separate ‘Optometry Commission Fund’ to be used for no other 
purpose than as stated in the foregoing paragraph. 

As soon as funds have been collected—engage competent legal 
counsel to draft a bill, or if advisable both a bill and resolution for the 
purpose under consideration and have them introduced simultaneously 
in both houses. 

Next, supply optometrists with petitions similar to those used by 
the Department of National Affairs in their activities relative to Social- 
ized State Medicine, to be signed by their patients and forwarded to 
their respective representatives at Washington. 

A word of warning, however, may not be amiss. Right here is 
optometry’s great chance to obtain both government and medical rec- 
ognition. The latter following or even preceding Congressional enact- 
ment, when medical opponents realize that optometry is out for a fight 
to the finish. 

But it will be an untiring battle, both in and out of Congress, and 
a most expensive undertaking, so with the slogan appearing on page 
377, October issue of the American Journal and Archives of Optom- 
etry, ‘““LET’S GET TOUGH.” Tough with organized medicine as in the 
d-ys when they fought us in the securing of legal recognition. 

Tough, or at least very persistent with our representatives at Wash- 
ington that they perform their just duties for the welfare of their respec- 
tive constituents, especially the fighting men in the Army. 

Tough with our Leadership, who as stated by your correspondent, 
‘have gone slow—too slow”’ but above all— 

Tough with ourselves by giving most liberally in time, energy and 
money towards securing of Commissions for optometrists in the various 
Military services of our U. S. A. PETER SCHOLLER, O.D. 
KAUTH BUILDING 
HANCOCK, MICH. 
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PENNSYLVANIA STATE COLLEGE OFFERS SUMMER 
COURSES ON VISION 


The Pennsylvania State College, State College, Pennsylvania, is 
offering during the 1944 Summer Sessions special courses of interest to 
vision specialists, school psychologists, visual training technicians, and 
nurses, During the Main Summer Session (June 26 to August 4) Dr. 


BOOK NOTICES 


E. A. Betts will offer Psychology 531, Clinical Instrumentation, and 
Psychology 473, Psycho-Physiology of Vision and Hearing. These will 
be in addition to other courses available in the Department of Education 
and Psychology. 

A special ten-day course, beginning Monday, June 12, will be 
offered by Dr. H. Ward Ewalt, Jr., of Pittsburgh. This course—Psy- 
chology 475, Clinical Procedures in Visual Re-education—has been 
developed for vision specialists and technicians. Every type of visual 
training equipment is used in the visual re-education unit of the Reading 
Clinic. Dr. Ewalt is eminently qualified to offer this course. 

Registration for these courses will be limited. Requests for outlines 
of the courses and applications should be mailed to E. A. Betts, Director 
of the Reading Clinic, The Pennsylvania State College, State College, 
Pennsylvania. 


BOOK NOTICES AND REVIEWS 


Books received are acknowledged by notices in this department. Special selections 
will be made for more extensive review in the interest of our readers as space permits. 


MANUAL FOR THE POINTER METHOD OF VISUAL TRAIN- 
ING, AS USED WITH THE KEYSTONE VISUAL-SKILLS- 
TRAINING SERIES. A. Sutton Nichols. Published by the 
Keystone View Company, Meadville, Penn., 40 pages, 1943. 


This monograph reviews in some detail the pointer method of 
visual training. In applying this technique the patient is seated before 
the telebinocular. After satisfactory posture has been established the 
patient is given two small pointers and instructed to hold them before 
him about two inches apart, at the same time viewing the stereogram set 
in the card holder at infinity. The patient is then instructed to place the 
tip of one or the other or the tips of both pointers upon the stereogram 
at a given point, reporting at the same time his success in this. According 
to Nichols, a motivation factor is provided by the use of pointers. The 
behavior exhibited by the patient in his endeavor to make an accurate 
contact on the companion targets with his two pointers makes the patient 
aware of the performance of his motor behavior. When the patient fails 
to make an accurate contact he is cognizant of the direction and extent 
of his failure. According to the author the pointer method is an added 
technique of considerable value in the orthoptic training procedures to 
develop proper fusion. T. O. B. 
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ABSTRACTS 


A department in which will appear abstracts of the literature of optometry, oph- 
thalmology and applied optics. These will be classified according to the following list, 
although contributions to all sections will not necessarily appear in each issue. 

Ocular Refraction. 7. Ophthalmic Lenses and Material. 
Physiological Optics and Color Vision. 8. Instruments. 

Ocular Muscles. 9. Hygiene and [llumination. 
Orthoptics and Reading. 10. Applied and Physical Optics. 
Anatomy, Histology and Embryology. 11. Education, Sociology and Economics. 
Ocular and General Pathology. 12: Miscellaneous. 


1. OCULAR REFRACTION 


ASTHENOPIA. W. B. Lancaster, Archives of Ophthalmology, 1943, 
30, 167. 


The author discusses refractive errors and comes to the conclusion 
that some of our concepts are open to question. Among others, he doubts 
the great value placed upon cycloplegics by some ophthalmologists. He 
also feels that a rather sweeping revision of our thinking as this relates to 
accommodative-convergence problems is in order. T. O. B. 


OPTOMETRIC VISUAL ANALYSIS AND CORRECTION. M. T. 

Eberl. Optometric Weekly, 943, 34, 33, 955-957. 

“For clarity of thinking, a visual analysis or case study may be 
divided into four slightly over-lapping divisions: First, complete case 
history; second, physical equipment; third, how the equipment operates, 
and, fourth, the end product or the results produced by that function. 

“Under the first step we include health, family and occupational 
details, economic, social and recreational facts, and such other matters 
as seem pertinent. 

“In the second step, physical equipment, we include: External 
examination; ophthalmoscopy; pupillary reflexes to accommodation and 
convergence, direct and consensual to light and ophthalmometer finding. 

“Up to this point we have been ‘examining eyes’ and their environ- 
ment. The following items deal with visual function or how the equip- 
ment operates: Phorias far and near with both old and new correction; 
retinoscopy, static and dynamic at twenty and forty inches; subjective; 
ductions at distance and sixteen inches; fused and unfused cross-cylinder 


findings with their resultant phorias; equilibrium findings; amplitude of 
accommodation and vertical phorias far and near. 


“The following, commonly referred to as visual skills, constitute 
the end product: Visual acuity far and near; simultaneous perception; 
fusion far and near; stereopsis; perimacular suppression tests, far and 
near; macular suppression tests, far and near; versions, monocular and 
binocular: perceptual speed and span; fixation ability, far to near and 
laterally; hand and eye co-ordination tests; dominancy tests and accom- 
modative rock. 


‘‘We should then include what other tests are necessary to complete 
the case study, such as visual fields and ophthalmograph records. In 
reading problem cases, such tests as Monroe Silent Reading, Durrell- 
Sullivan Capacity and Achievement tests, and the Chicago Non- Verbal 
all prove helpful when such information cannot be secured from the 


schools. 


“This constitutes the optometric visual analysis upon which the 
necessary corrective procedure is based. When all of this information has 
been obtained, the optometrist is ready to evaluate the case. The cor- 
rective procedure may involve prescribing lenses or instituting corrective 
visual training, or a combination of both. 


“If vision or seeing is learned and is a habit obviously it is sus- 
ceptible to practice or training effects. It is this training procedure, with 
lenses or orthoptics, that constitutes the distinctive service which optom- 
etry alone is rendering to the public today. Optometric visual training 
is an educative process, teaching and educating the visual process, so that 
each individual may be able to meet the visual needs of his particular 
environment. 


““The first step in the corrective procedure consists in establishing 
basic monocular skills as a foundation for a good binocular pattern. Then 
the binocular skills are established. This involves such skills as stereopsis, 
ability to move, fix and co-ordinate the two eyes in all directions and 
positions, without suspensions or suppressions, and finally to establish 
such reserves between the two visual functions so that under fatigue these 
established skills will not break down.” A. V. F. 


APPROACH TO COLOR FIELD INTERPRETATION. H. Sim- 
merman. The Pupil. June, 1943. 


The author reviews the subject of field charting and in conclusion 
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claims there are three practical rules which may be accepted as having 
proper diagnostic reliability. These are: (1) Normal relationship of the 
color fields are as follows: Blue field twice the size of the green field in 
any one meridian, and the red half way between the two. (2) Mechani- 
cal circulatory disturbances: in this catagory the ratio of field size be- 
tween the blue and the green would be lessened. (3) Toxic circulatory 
disturbances: in this catagory both the red field and the green field be- 
come smaller than they should in relation to the blue field. 


2. PHYSIOLOGICAL OPTICS AND COLOR VISION ° 


COLOR BLINDNESS. D. K. Levin. The Pupil. June, 1943. 

“Ordinary color blindness is hereditary and incurable. It is a male- 
sex-linked disturbance transmitted through the female. For example, the 
daughter of a color-blind father may not be color-blind, but may hand 
the defect down to her son or daughter. A son not having the defect 
never transmits it to his children. Color-blindness may also be acquired 
in disease of the eye or brain. Injury to the occipital lobe has caused red 
and even complete color-blindness.” T. O. B. 


RECONDITIONING THE COLOR BLIND. B. G. Bauman. Mid- 
West Optometric Journal. 1942, 9, 12, 24. 


Bauman reviews his procedure for reconditioning patients who are 
unable to pass standard color-vision tests. These techniques are as fol- 
lows: (1) At each treatment give fifteen minutes of Rotations, Fixa- 
tions or Accommodative Rock. (2) Follow this with twenty to forty 
minutes of flasher treatments. The flasher treatment is given as follows: 
Seat patient three feet from a 200-watt bulb with a flasher in reflector 
lamp. Have patient view flashing lamp through red filters for ten min- 
utes, then project after image on a gray screen, studying colors in same. 
Close eyes tightly and bring back after image; repeat it until it does not 
come back again. Follow this same procedure with green filters. Bauman 
claims it seems best to have patient rest for ten minutes, then work for 
ten minutes with the red and ten minutes with the green again. Some 
cases respond best when only the red filter is used. (3) The third part 
of the treatment consists in having the patient study charts, which are 
used for testing color blindness. The writer reports some success with 
this technique. Two case reports are mentioned. L. P. 


THE INTER-SOCIETY COLOR COUNCIL COLOR APTITUDE 
TEST. F. L. Dimmick. Journal of the Optical Society of America. 
1942, 32, 12, 745. 

“In February of 1940, the Inter-Society Color Council was re- 
quested to prepare a test suitable for evaluating workers in industries 
where an essential requirement is accurate discrimination of small color 
differences. A test has been devised which meets the original requirements 
and offers a tool for the study of ‘color aptitude in other applications.’ 
The test consists of matching judgments which require a very fine degree 
of discrimination. Colored materials for the first part of the test have 
been made and this part of the test has now been standardized, far enough 
so that we feel confident of final results. The materials were prepared by 
Mr. Carl E. Foss from the most permanent substances available. They 
were held to rigid spectrophotometric standards and are reproducible. 
The first part of the test utilizes saturation series of two reds which are 
chosen because they offer diagnostic confusions to color blind subjects. 
The complete test will include other color dimensions. The test as now 
constituted has been made up in three degrees of difficulty. A short form 
serves as a screening test for complete red-green deficiency. An inter- 
mediate form diagnoses degrees of color deficiency from low normal 
through anomalous to complete R—G deficiency. A full form, utilizing 
all chips is known as the aptitude test. The aptitude test has been stand- 
ardized on a group of the ‘general population’ consisting of college 
students, office workers, and semi and unskilled workers, and upon 
groups of trained color workers in two branches of the textile industry. 
Two procedures have been standardized; one which requires comple- 
tion of 40 matches and corrects the score on the basis of the time taken; 
and one which permits the subject to work on the test for a limited 
period of time. On the basis of present results, percentile ratings of vari- 
ous scores have been plotted for the ‘general population’ group and for 
the ‘color workers’ group.” 


PHYSICAL THERAPY IN OPHTHALMOLOGY. (COLOR 
BLINDNESS TREATED BY SINUSOIDAL CURRENT). 
H. Cadan. Eye, Ear, Nose and Throat Monthly. 1943, 22, 9, 
338-342. 
The author reviews the general uses of physical agents in eye work, 
including heat, massage and electro-ttherapeutics. He presents one very 
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original note in this paper and this has to do with the treatment of 
certain of the color blind by means of low frequency, small volume 
sinusoidal current. 

In ocular work, sinusoidal current produces a rapid uniform 
rhythmic and painless contraction of the muscles along with intracellular 
massage which increases the circulation of the venous blood and lymph. 
The author comments on a group of 45 trichromates who were treated 
with the sine wave for various periods and who after the treatments were 
finished were able to read the pseudo-isochromatic charts properly and 
thus enter the armed forces. Their improvement, he claims, was main- 
tained in some cases over a period of a year. 

Cadan’s explanation for the improvement in color perception fol- 
lowing the use of the sine wave is based upon the supposition that the 
congenital anomolous trichromates have a higher specific threshold value 
for color than the normal. Therefore, according to Cadan, these patients 
can distinguish colors, if the energies of the various wave lengths of the 
spectrum are sufficient to create a sensation at higher threshold values. 
The author believes that the increased oxygenation produced by sine 
wave therapy alters the retinal electrical variation and action currents 
of the optic nerve, thereby lowering the specific threshold value for color. 
Once this is accomplished, the author believes, a lower threshold value 
for color in the patient is established and maintained by normal axon 
reflexes. ¢. & 


REVISING VISUAL ACUITY THEORY. J. I. Pascal. Western 
Optical World. 1943, 31, 6, 217. 


Pascal presents a few reviews from a survey conducted by the 
Society for Research in Child Development. One hundred and twenty- 
three children were examined first by a specialized teacher. Then the 
same children were re-examined by an experienced trained technician. 
The tests were made under standardized conditions, all extraneous fac- 
tors were made as nearly alike as possible. And yet considerable differ- 
ences in the visual acuity were found. Just to mention a few points— 
the specialized teacher found 38 out of the 123 children who had a 
vision of 20/30, whereas the technician found 56 out of the 123 chil- 
dren with that degree of vision, a relative difference of about 50 per cent; 
even in the grosser range of visual acuity, in vision below 20/40, the 
specialized teacher found 25 children with vision under 20/40 while the 


technician found only 22 with vision under 20/40. Also, a group of 
109 children were examined ‘by the trained, experienced technician. A 
short time later the same children were examined by the same technician, 
using the same equipment, the same methods and under exactly the same 
circumstances as at the previous examination. Yet even here there were 
some differences in the findings. For example, at the first examination 
12 of the 109 children registered vision of 20/30, while at the second 
examination 13 of the children registered 20/30 vision. At the first 
examination 4 of the children showed vision of 20/40, while at the 
second examination only 2 of the children showed a vision of 20/40. 
Even in the group with grosser visual defects there was a difference. In 
the first examination 8 of the children had vision of less than 20/40, 
while in the second examination there were 9 who showed vision of less 
than 20/40. As all possible disturbing, extraneous factors were elim- 
inated in this last series one cannot help but concede that there was ac- 
tually a change in the visual acuity of some of the children between the 
first examination and the second. This is also the conclusion of Dr. 
Philip W. Johnston who conducted the research, as he says, “‘It is likely 
that a majority of the deviations were the result of real fluctuations in 
the visual acuity of the subjects.”’ T. O. B. 


3. OCULAR MUSCLES 


PARALYSIS OF DIVERGENCE. B. M. Canter. Eye, Ear, Nose and 
Throat Monthly. 1943, 22, 8, 306. 


Complete paralysis of divergence is rare. Canter presents the fol- 
lowing case report: Male, aged 34, complaining of diplopia. Past history 
negative. Family history: irrelevant. Present illness: began with attack 
of influenza and tonsilitis five weeks before coming under observation: 
nausea, vertigo and headache occurred ,followed shortly after by diplopia 
for distant objects, and disappeared when looking at near points. The 
diplopia was dissimilar to that due to paralysis of the external rectus in 
that it diminished on gazing toward the right or left side. Motility was 
normal in all directions. The convergence near point was forty-five milli- 
meters. The pupils were equal and active. Media and fundi were normal. 
The homonymous diplopia was present at twenty feet, and did not 
change in degree on moving light in six cardinal positions. It dis- 
appeared with light at eighteen inches from eyes. Accommodation was 
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5.5 diopters. OD: 20/25ths, OS: same. The sudden onset of symptoms 
points to a localized hemorrhage. The weakest base-in prism could not 
be overcome. Blood and spinal Wassermanns and neurological examina- 
tions were all negative. T. O. B. 


RELIEVING PRISMS FOR HETEROPHORIA. H. W. Gibson. Op- 
tician (London). 1942, 104, 2684, 71-73. 


The author comments on prescribing prisms for the relief of con- 
comitant heterophoria and suggests the use of the following formulae 
in coming to a conclusion as to the exact amount of prism to prescribe 
in each case. The amount of right hyperphoria, less the amount of left 
supra-vergence, divided by three, equals the prism to be prescribed. Or 
the amount of left hyperphoria, less the amount of right supra-vergence, 
divided by three, equals the prism to be prescribed. T. O. B. 


4. ORTHOPTICS AND READING 


READING NEEDS. E. Betts. Visual Digest. 1943, 7, 3, 34-44. 

Betts discusses the basal reading level and how to determine it for 
any specific individual. The basal reading level can be described as the 
highest level at which an individual can read and satisfy all the criteria 
for desirable reading behavior in silent and oral reading situations. In- 
formation on basal reading level is essential for directing extensive read- 
ing activities because the readability of materials should be at or near 
that level. In short, the basal reading level approximates the level at 
which ‘‘free,”’ supplementary, independent, or extensive reading can be 
done successfully. 

Criteria for evaluating reading performance at the basal reading 
level include: 1. A minimum comprehension score of at least 90%, 
based on both factual and inferential type questions. 2. Freedom from 
tensions sometimes induced in the reading situation, such as frowning, 
tension movements of the hands, feet, and body, etc. 3. Freedom from 
finger pointing. 4. Acceptable reading posture; e.g. the book is not held 
too close or too far. 5. Oral reading (at sight and following silent read- 
ing) characterized by: (a) Rhythm; ie., proper phrasing. (b) Accu- 
rate interpretation of punctuation. (c) Accurate pronunciation of more 
than 99% of the words. (d) Use of conversational tone; i.e., freedom 
from a high pitched voice sometimes induced by the reading situation. 
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6. Silent reading performance characterized by: (a) A rate of compre- 

hension higher than that for oral reading. (b) Absence of vocalization. 

The basal reading level for a given individual represents that level 

of achievement at which experiences, vocabulary, constructions, and or- 

ganization are under complete control. This level of achievement frees 
the learner to evaluate and reflect as needed for full understanding. 
T. O. B. 


THE POINTER METHOD. A. S. Nichols. Journal of the American 
Optometric Association. 1943, 15, 5, 139-144. 


For the purpose of re-educating visual behavior let us consider the 
stereoscope as a means of instrumentation. Each picture of the stereo- 
gram provides a similar retinal stimulus, one in the right and the other 
in the left perceptual field of vision. These two pictures are completely 
separated by means of the septum of the stereoscope, and we may expect 
to evoke the subject’s habitual response of each focus and fixation 
mechanism. The patient is given two pointers, which are about the 
length of an ordinary pencil and which have colored tips. He is instruct- 
ed to hold the pointers about two inches from their respective tips, as he 
would a pencil. During training, while viewing a stereogram or a stereo- 
graph through a stereoscope and endeavoring to place the pointers which 
simulate elongated fingers accurately on the targets within the stereo- 
gram, the patient may be kept constantly and completely aware of the 
motor or perceptual instabilities may be censored by the technician, and 
corrections in the visual behavior may be attempted immediately. The 
constant awareness of incongruities in his motor and perceptual be- 
havior provides the patient with progressive motivation for learning 
during the process of vision training. Thus the pointer method, through 
the visual, tactile, and proprioceptive senses, provides the stimuli or 
simple change in external conditions that serve to make the fluctuations 
in the motor and perceptual visual behavior apparent to both the patient 
and the technician during the observation and training of the visual 
skills. A. V. F. 


VISUAL TRAINING REPORT. J. H. Ohm and J. P. Jenson. Journal 
of the American Optometric Association. 1943, 14, 9, 254-256. 


The authors present a report dealing with 69 male cases who were 
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given orthoptic treatment to improve both visual acuity and visual skills. 
These patients were all young men wishing to enter some specialized 
military branch of the services which required a high degree of visual 
efficiency. Of the 69 cases treated, all showed some improvement in visual 
acuity and 46 cases out of the original group were able to pass their tests 
and enter their desired branch of service. The cases were apparently ac- 
cepted for treatment without prior screening as several of the patients 
had in excess of 1.5 D of astigmatism while others had hyperopia or 
myopia of rather high amount. Even in these cases the authors report 
some improvement in visual acuity although as might be expected uncor- 
rected vision did not return to normal. ech 


PARALLEL DEVELOPMENT IN READING AND VISUAL 
SKILLS. V. Ilg and L. F. Davis. Optometric Weekly. 1943, 34, 
23, 675-680. 


The authors discuss the problem reader. They make suggestions as 
to the best approach to the patient himself as well as to the techniques 
needed to improve his reading ability. Their suggestions embody the 
following points: (1) Make every effort to relieve the child and the 
parent of the assumption, if present, that the child is lacking in mental 
fitness. (2) Remove the pressure on the child from both home and school 
by seeing to it that assignments which are given the child are within the 
child’s ability to easily perform them. (3) Vary the educational meth- 
ods as the ones already in use have failed. (4) Select reading material of 
particular interest to the child. (5) If the dominant eye is being sup- 
pressed this should be stimulated. (6) If adduction is low this is stimu- 
lated by means of prismatic base-out treatments while the patient is 
reading the rolls on the metronoscope. (7) The child who has slow reac- 
tion to words is asked to pronounce words given in short exposure exer- 
cises using the flash meter with the stereopticon. (8) The child who 
habitually reverses has a variety of devices given him to train him in visual 
travel from left to right. The authors point out that success in these 
cases can only be had by developing motor skill, developing speed in 
change of focus and by improving the actions of the convergence func- 
tion at the near-point. Gc &. 


READING GLASSES FOR SUBNORMAL EYES. L. L. Williams. 
Optometric Weekly. 1943, 34, 45, 1295. 


The author describes a simple reading correction made on the prin- 
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ciple of a sphero-prismatic binocular loupe with the telescopic system set 
about 35 mm., from the patient's eyes. A. V. FP. 


A REVIEW OF AMBLYOPIA EX ANOPSIA. G. Morgan. Illinois 
Medical Journal. 1943, 84, 8, 132. 


From 50 to 70 per cent of cases with amblyopia ex anopsia will 


improve under orthoptic treatment but it must be understood that im- ( 
proved vision alone is not a cure. Most cases also require procedures to 
improve the fusional relationships. A. V. F. 


OCULAR REHABILITATION BY OPTOMETRIC METHODS. 
E. B. Alexander, Optical Journal and Review of Optometry, 1942, 
79, 6, 22. 


Optometrists from 41 states reported to Alexander that they had 


provided orthoptic eye care for 450 men who had previously been 
rejected for military duty because of visual problems. These reports and 


case histories came from 253 optometrists. The cases fell into the follow- 
ing three groups. Cases corrected by orthoptics alone 195. By refraction 
and ophthalmic materials 73, and by a combination of both glasses and 
orthoptics 182. Alexander claims that following these ocular procedures 
437 of these young patients were accepted into military service. 

Cc. C. K. 


PSYCHOLOGICAL FACTORS IN VISUAL TESTS AND COR- 
RECTIVES. T. G. Atkinson, Optometric Weekly, 1943, 34, 11, 
331-332. 


In the stimulation of visual reactions for either orthoptic work or 
for testing, Atkinson suggests the testing or training materials incor- 
porate the following points: The test-images should permit being given 
a meaning in themselves, i.e., some definite, identifiable form, which 
appeals to either general or special interest. They should not be too 
familiar images; or, if familiar, they should have some unfamiliar, 
unusual, intriguing feature. They should contain sufficient detail to per- 
mit the mind to improve and correct its percepts. They should not be 
sketchy or incomplete, or in any respect such as to send the mind off on 
imaginary flights. A. V. F. 


ABSTRACTS 
ae 
85 


ABSTRACTS 


VISUAL REHABILITATION PROGRAM IN THE SCHOOLS. 
E. C. Denny, Mid-West Optometric Journal, 1943, 10, 12, 18. 
The author is Director of the Reading Clinic of the Tulsa, Okla- 
homa, school system. The telebinocular and ophthalmograph are used in 
screening grade school children and the flashmeter and metronoscope are 
used in training slow readers. The students’ I.Q. is taken into considera- 
tion in outlining the corrective program. A. V. F. 


5. ANATOMY, HISTOLOGY AND EMBRYOLOGY 


COMPARATIVE NOTES ON THE EMBRYOLOGICAL DE- 
VELOPMENT OF THE RETINA AND SPINAL CORD. 
A. N. Boscow, Refractionist (London), 1943, 32, 532, 1-5. 


Boscow points out that the retina is a definite outgrowth of the 
central nervous system, and that in spite of the peculiar situation of its 
sensitive layer, we can compare quite favourably the neurons of the retina 
with those of the spinal cord. The visual cells (rods and cones), with 
their nuclei can be likened to the sensory cell in the skin. The nucleus of 


. the bipolar cell corresponds to the posterior root ganglion, its distal proc- 


ess to the peripheral nerve, and its central process to the posterior column 
fibres. The ganglion cell, the first of its kind in the visual path, is 
homologous to the gracile and cuneate nuclei of Goll and Burdach, while 
the optic nerve itself is not a nerve at all, but a fibre tract joining two 
portions of the brain and is represented by the pathway from the posterior 
column nuclei to the thalamus. The essential difference, however, is that 
in the simplest sense organs of touch and pressure, etc., the sensory body 
lies far from the second and third neuron, the latter being in the cerebro- 
spinal axis, but as the importance of the stimulus rises, this path becomes 
shorter, and where the sense organ reaches so great an importance as that 
of vision, not only the neuron of reception and the intermediate neuron, 
but the cerebral neuron itself lies near the periphery, i.e., within the retina 
itself. This arrangement is essential to insure easier, quicker, and more 
perfect response to the external stimulus. T. O. B. 
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EDITORIAL NOTICE TO CONTRIBUTORS 


The American Journal of Optometry and Archives of American 
Academy of Optometry is a monthly journal, published in annual volumes 
of about five hundred pages of reading matter each, illustrated where 
necessary, by cuts in the text. 


' About one-half of the space is devoted to technical articles, and the 
remaining half is given over to special departments, editorials, abstracts 
and book reviews, in large part original. 


The papers and reports are original and are accepted only with the 
understanding that they are to be published in this journal exclusively. 


The editors of the American Journal of Optometry and Archives of 
American Academy of Optometry beg to offer the following suggestions 
to authors who propose to favor them with the publication of their con- 
tributions: 


I. Write on one side of the paper. Double-spaced, typewritten MS. is 
preferred. 


II. Words to be printed in italics should be underscored once, in SMALL 
CAPS twice, and in LARGE CAPITALS three times. Antique type 
when called for should be so marked. 


ill. Be sure that the title of your paper indicates its contents. Should the 
subject be a general one, for instance, Case Reports, it would be well to 
mention the subject of each special report—for instance: Case One. 
Progressive Myopia with Exophoria. Case 2. Divergent Squint with 
Amblyopia. These special titles will appear in the table of contents of 
each number. 


. Illustrations should be carefully drawn with India Ink on separate sheets. 


V. When authors receive proofs for revision, they should correct and return 
these without delay. We beg, however, to remind our contributors that 
changes in the manuscript necessitates resetting, this causing much addi- 
tional expense, so we ask that alterations be limited to what is of essential 
importance. 


VI. Because of the added cost, we have discontinued the giving of gratuitous 
reprints to our authors, but we will supply them with these at the cost 
of press work and paper where so desired. The following tables of 

charges will apply for the year 1944. 


Number 
of Number of Pages in Reprint 

Reprints 4 8 12 16 20 24 

100 $5.95 $10.75 $13.50 $16.00 $19.00 $21.50¢ 

250 9.75 18.40 22.50 24.50 26.75 31.75 

500 15.70 26.60 32.50 36.25 40.25 48.15 


Prices for greater numbers furnished on request. Orders for reprints 
should be placed at the head of the manuscript, or should at the latest 
teach us before the Journal has gone to press. 


When sending manuscripts to the American Journal of Optometry 
and Archives of American Academy of Optometry, please address the 
+ som Dr. Carel C. Koch, 1501-1504 Foshay Tower, Minneapolis, 

inn. 
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ACTION IN THE PACIFIC! A Japanese bomb splashes 


astern of a U.S. carrier as the enemy plane pulls out of its dive directly 


7 above the carrier. Another enemy plane can be seen in the center of 
: this photograph. The stormy sky is black-flecked with anti-aircraft 
bursts. 
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